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Stated Meeting, April 26, 1(105. 

The President, Howard Lilienthal, M.D., in the Chair. 


VOLVULUS. 

Dr. F. Tilden Brown presented a man of forty years, who 
when he was eight months old had an attack of what was prob¬ 
ably anterior poliomyelitis, with complications affecting the right 
foot and leg, which at the age of twenty necessitated an opera¬ 
tion on that extremity. He stated that previous to that opera¬ 
tion his bowels had always been regular, but since then he had 
been troubled very much with constipation. 

About a year ago, he began to have occasional attacks of 
abdominal disturbance, with flatus. He had such an attack two 
months ago, and for eight days he had no faecal movement, 
although flatus was expelled. The bowels finally acted after 
various cathartics had been used. Since then his bowels had 
moved about once a week until ten days ago, when he had his 
last dejection previous to his admission to the hospital. Flatus 
had been passed three days ago. During the past year he had 
lost considerable weight. 

Upon admission to the hospital, the physical examination 
was negative, with the exception of the fact that the abdomen 
was hugely distended. There was no nausea. The temperature 
was 100° F.; pulse and respiration normal. Leucocyte count 
normal. There was a trace of albumen in the urine. No mass 
nor signs of fluid in the abdomen could be made out. There was 
no abdominal pain nor tenderness. 
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Operation .—Through a median incision, the enormously dis¬ 
tended colon was exposed. It was fully nine or ten inches in 
diameter, and occupied nearly the whole of the abdominal cavity. 
In the pelvic region, the distended gut seemed to be constricted 
by a tense, cordlike band, which extended from the right to the 
left of the sacrum. The largest sized trocar and cannula was 
inserted into the distended gut for the purpose of withdrawing 
the collection of feces, but this method proving too slow, an in¬ 
cision was made into the bowel, and two bucketfuls of feces 
evacuated. The incision in the bowel was then closed by a series 
of sutures, and after untwisting the coiled intestine, the sup¬ 
posed constriction referred to above was found to have disap¬ 
peared. 

The subsequent history of the patient was uneventful. He 
had his first voluntary movement on the sixth day, and from that 
time on his condition steadily improved. 

Dr. H. Lilientiial said that in a case which he showed 
before the Society some years ago, in which he had pursued prac¬ 
tically the same method as that described by Dr. Brown, namely, 
evacuated the gut, which was distended to about the size of an 
adult thigh, he sutured the intestine to the wound, and in that 
instance there was no recurrence. The question of the after- 
treatment of these cases was in a somewhat unsettled state. Some 
were in favor of taking steps to prevent a recurrence of the vol¬ 
vulus, while others claimed that a recurrence might occur in 
spite of anything that could be done to prevent it. 

Dr. Brown said he had taken no steps to prevent a recur¬ 
rence in the case he had shown. Thus far there were no signs 
of such a recurrence, but the belly was large and flaccid, and a 
recurrence was of course possible. 

Dr. John F. Erdmann said that six years ago he had a case 
in which he fastened the gut to the side of the abdominal wall, 
and there was no trouble in the future. Recently, he saw another 
case in which the sigmoid was enormously dilated, twenty-two 
inches in circumference, and three feet and nine and one-half 
inches long. In that case he also attached the emptied gut to 
the abdominal wall. Three weeks ago the patient had a similar 
attack, which was relieved by position and enema. The cause 
of the last obstruction was unknown. 
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INTUSSUSCEPTION. 

Du. lniiODORU Dunham presented an infant of four months, 
who was admitted to the Babies’ Wards of the Post-Graduate 
Hospital on the 29th of January, 1905. The child’s previous his¬ 
tory was good, with the exception of an attack of bronchopneu¬ 
monia last December. It had always been breast-fed, helped out 
by the bottle, and had been inclined to be constipated ever since 
birth. 

The immediate history was that, thirty-five hours before ad¬ 
mission, the child had suddenly become sick, crying out as though 
in pain. This was followed by a painful movement, containing 
mucus and bright red blood. Five similar stools had occurred 
up to the time of the child’s admission, and one afterwards, which 
was particularly bloody. The child had been feverish; there was 
no history of vomiting; no convulsions; the urine was nega¬ 
tive. The stools during the previous twenty-six hours had con¬ 
tained no faecal matter, simply mucus and blood. 

On admission, a mass was felt in the upper left quadrant of 
the abdomen, about three inches long and an inch and a half 
wide. It was evidently an intussusception, and some effort was 
made to reduce it by means of enema, but this method was un¬ 
successful and was quickly abandoned. 

Operation —An incision was made in the median line from 
the symphysis to just above the umbilicus. After protecting the 
intestines with hot compresses, the seat of the trouble was located 
in the caput coli, some eight or ten inches of ileum being invagi- 
nated into the caecum. The intussusception was reduced in about 
fifteen minutes by gentle manipulation, gradually milking out the 
invaginated portion. The gut was very tense and congested, and 
in the course of the reduction the peritoneal covering was re¬ 
peatedly torn. No sutures were applied to the intestines. 

During the operation and on the night following it, the child 
was in a very precarious condition, requiring free and repeated 
stimulation with camphor, whiskey, and strychnine. During the 
evening, it several times vomited a dark, greenish fluid. The 
temperature became normal on the third day, and remained so. 
Further recovery was uneventful. The child’s constipation has 
gradually improved. For several weeks past an occasional tea¬ 
spoonful of sweet oil is the only laxative needed. The child is 
in fine health. 
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Dr. George E. Brewer said that in the reduction of three 
cases of intussusception that had come under his observation, 
very little had been accomplished by traction on the invaginated 
gut. Reduction was accomplished by the method described by 
Dr. Dunham, i.e., gently milking and squeezing out the confined 
intestine. 

Dr. Dunham said he had a case where the tumor was on 
the left side of the abdomen, and after several high enemas it 
apparently disappeared entirely. No fajeal matter was elicited 
by the enemas, however, and upon opening the abdomen he found 
that the intussusception tumor had concealed itself under the 
liver. 

Dr. Lilientiial called attention to the danger of giving 
young children strychnine after surgical operations, especially in 
acute cases. At times it gave rise to twitching and convulsions, 
and might even determine the fatal ending instead of acting as 
a true stimulant. 

Dr. Arthur L. Fisk mentioned a case reported by Dr. Erd¬ 
mann where the child suddenly died twenty-four or forty-eight 
hours after the intussusception had been perfectly reduced. The 
speaker said that he had had a similar experience, where the 
autopsy had showed no recurrence of the invagination or any 
cause of death. Death, in these cases, was probably the result 
of shock, and possibly in the case presented by Dr. Dunham it 
was the strychnine that had carried the child to recovery. The 
early nursing of the infant was also of great assistance. Warmth 
and warm, easily digested and stimulating nourishment are of 
great importance in preventing such unfortunate an outcome. 

RETENTION METHOD AFTER HARELIP OPERATIONS. 

Dr. Theodore Dunham presented two children to illustrate 
the use of a new retention method after harelip operations. In 
the application of this method, the materials required are two 
narrow strips of chiffon cloth, a strand of silkworm gut, and flex¬ 
ible collodion. Fig, i shows the device being applied. One end of 
a strip of the chiffon cloth is pasted to the cheek with collodion, 
beginning with the end of the strip out on the cheek and pasting 
it as far inward as the angle of the mouth, as shown at A. The 
silkworm gut, B, is then laid over the parted chiffon at the point 
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where the pasting was stopped, the free part of the strip, C, is 
folded back and pasted down upon A. The appearance then is 



Fig. i.—R etention straps for harelip; first step of application. 


as represented at D. The strand of silkworm gut is thus secured 
on each side. The silkwork gut is so smooth that it slides easily 





Fig. 3.—Retention (traps for harelip; the application completed. 

through the bight of the chiffon cloth. When the collodion is 
dry, which it will be in a very few minutes, the ends of the silk¬ 
worm gut are tied together below. In tying, enough tension is 
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made to take off all strain from the sutures and to develop slight 
folds running from the wings of the nose to the corners of the 
mouth. The degree of tension may be gauged to a nicety. After 
the knot has been tied, one of the loose ends is thrown round the 
upper half of the silkworm-gut loop and tied to the other loose 
end. This draws the upper half down from the nostrils and the 
lower half up from the margin of the lip. This completes the 
method, and the appearance is as shown in Fig. 2. If it is found 
that the silkworm gut presses rather strongly on the lip, it may 
be wrapped with a bit of chiffon cloth and some ointment put 
on the chiffon cloth. The ointment will stick the chiffon cloth 
in place, and the chiffon cloth will adequately distribute the 
pressure. 

The chief points of merit of this method over some others 
are that it permits strong retention and allows it to be accurately 
applied; no wound is made; no sutures are under any special 
tension, and thus stitch-hole infection is less likely to occur; the 
field of opposition is exposed to view and can be kept clean 
during healing. This device should be kept applied till three 
weeks have elapsed since operation, for it takes that lapse of time 
for the union to become firm enough to resist the influences which 
tend to broaden it. In the first case, a boy, nine months old, 
with a double harelip, he operated April 1, 1905, at the Post- 
Graduate Hospital. He utilized the premaxillary lip and caused 
the lateral portions to meet below it in the median line. To 
secure proper relaxation, he made a horizontal cut through each 
lateral half. He did not free the cheeks from the maxilla; silk¬ 
worm gut and horsehair sutures were used. Directly after oper¬ 
ation he washed out the stomach. When the lips were dry the 
retention device was applied. The sutures were removed in a 
week, and the retention device at the end of nineteen days. 
Specially notable in this case was the linear character of the scars 
of apposition, and the fact that this was accomplished without 
lifting the cheeks from the jaw to gain relaxation. The perfect 
retention maintained relaxation without elevation of the cheeks. 
The second case, a male, four months old, entered the Babies’ 
Wards of the Post-Graduate Hospital, April 13, 1905. He had 
been admitted two months previously, but was then too emaciated 
and sickly for operation. The two intervening months he spent 
at Morristown and returned to the hospital much improved, 



596 NEW YORK SURGICAL SOCIETY. 

though weighing only six and one-quarter pounds. On the left 
side was a single harelip and a cleft through both hard and soft 
palates, and on the right side a cleft through the soft palate only. 
The gap in the alveolar process was unusually wide, and the 
intermaxillary portion greatly tilted out of line. The operation 
was done April 14. Passing a knife into the alveolar process 
from in front, he partly severed the premaxillary portion from 
the rest and partly cut the hard palate. He then elevated a muco- 
periosteal flap from the septum nasi in the cleft on the left side 
and partly cut through the vomer. By pressure he was then able 
to twist the premaxillary portion of the alveolar process down 
rather well into place. The left wing of the nose was then freed 
from the jaw-bone. When this had been done, it was possible 
to pass a silkworm-gut suture through the two margins of the 
alveolar process, binding together the edges of the alveolar cleft, 
the opposing surfaces of which were freshened before approxima¬ 
tion. This procedure brought the nose into the mid-line of the 
face. The margins of the gap in the lip were then trimmed and 
united. As soon as this had been done, the stomach was washed 
and a considerable amount of blood-clot removed. For many 
years he has made it a practice to wash the stomach immediately 
following harelip operations. He regarded the removal of this 
blood from the stomach of these frail infants as of very great 
importance, and he believed that many cases not so treated die 
from an acute indigestion due to the presence of this blood. A few 
hours after operation, the retention method was applied to ap¬ 
proximate the cheeks and take off tension from the sutures. At 
the end of six days the sutures were removed from the lip. In 
this case, also, the linear character of the scar was noticeable. 

At the meeting of the Surgical Society held on May 10, 
Dr. Dunham again showed this case. It had gained four ounces 
since operation. The retention device had been removed at the 
end of twenty-one days, and also the suture through the alveolar 
process. He called attention to the fact that the alveolar process 
remained as it had been moulded at operation, to the linear char¬ 
acter of the scar in the lip, to the fact that, in spite of the rather 
extensive work on the bony and soft parts, no infection had 
occurred, and he felt that these results in so frail a patient were 
largely due to the perfect relaxation afforded by the new reten¬ 
tion method. 
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Dr. Brewer recalled a case where death followed a simple 
operation for single harelip, and where the fatal result might pos¬ 
sibly have been due to the cause suggested by Dr. Dunham, 
namely, the blood left in the stomach. The operation was done 
under a few whiffs of chloroform; it only occupied a few min¬ 
utes, and the child left the table in good condition. There was 
very little loss of blood. Within six hours after the operation, 
the temperature rose to 106.5° F., the child became unconscious, 
and remained so until the end. Death was attributed to the 
status lymphaticus, but no positive conclusion was reached. 

ACUTE H/EMORRHAGIC HEPATITIS. 

Dr. Charles IT. Peck presented a man, twenty-three years 
of age, who was admitted to Roosevelt Hospital Medical Divi¬ 
sion, on March 30, 1905, with the following history. Two days 
ago patient was waked up by a sudden, sharp, stabbing pain in 
region of gall-bladder, not radiating, constant, increased by in; 
spiration. With this pain he had at first headache and constipa¬ 
tion, but no nausea nor vomiting and no cough. The pain has 
continued ever since severe enough to keep him awake at night. 
His temperature on admission was 103.8° F.; pulse, 112; respira¬ 
tion, 30. Physical examination showed slight dulness low in right 
axilla; pulmonary and cardiac signs were normal; on the follow¬ 
ing day (March 31, 1905) a few dry crepitant rales were heard 
in right anterior axillary line, low down. Entire abdomen was 
somewhat rigid; right side more so than left, especially over 
upper half of right rectus, where there was also tenderness. 
Neither liver nor spleen could be felt. A very slight icteroid 
tinge was noted in conjunctiva; and skin of abdomen, so slight 
that there was a difference of opinion as to its presence. 

On April 1 there is a note that general condition was better, 
pleuritic rales about the same. April 2 the patient said that the 
pain suddenly left him during the night, its disappearance being 
similar to the sudden onset. Tenderness in right hypochondrium 
was also better. The course continued about the same, except 
that some tenderness developed lower down, over the region of 
the appendix, until the time of his transfer to the first Surgical 
Division, service of Dr. Brewer, on April 4, with a diagnosis of 
appendicitis. 
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On admission to the surgical ward there was no jaundice, 
a few rales in right axilla, some general abdominal tenderness 
on deep pressure, most marked over right rectus as low as region 
of appendix; some pain in right hypochondrium. On April 7 
pain was much less; he was allowed out of bed. The diagnosis 
at this time was still probable appendicitis, with subsidence of 
acute symptoms, and appendicectomy was advised. 

On April 8 there was some return of pain; temperature was 
then normal, 98.2° to 98,6° F.; pulse, 76; respiration, 20. Pa¬ 
tient consented to the operation, which was performed by Dr. 
Seth Milliken, Jr., House Surgeon, under the direction of Dr. 
Peck. 

On opening the peritoneum, some fresh, rather dark blood 
escaped, and kept oozing out from the peritoneal cavity as search 
was made for the appendix. Caecum and appendix, together with 
an adherent portion of omentum, were drawn into the wound 
without great difficult)'. The peritoneum of caecum, region of 
appendix, ascending colon and tip of omentum were discolored 
by the blood in peritoneal cavity, dulled and slightly roughened, 
presenting the appearance of a mild, plastic peritonitis. The ap¬ 
pendix was removed in the usual way and stump inverted; it 
did not appear to be diseased. A small portion of thickened, 
ecchymotic omentum was excised. Fresh looking dark blood 
continued to come from peritoneum, apparently from region of 
liver; no bleeding points could be found. The edge of liver 
could be felt through wound; it seemed very soft, blunt, and 
about three inches below free border of ribs; a good deal of 
blood followed withdrawal of finger after palpating in this region. 

The appendix wound was covered and a five-inch vertical 
Kammerer incision made over upper part of right rectus. The 
liver presented in the wound; its upper surface was adherent to 
diaphragm in its entire extent, its under surface to transverse 
colon and mesocolon. The adhesions everywhere were very soft, 
easily separated, and uniform. The liver was uniformly enlarged, 
both lobes; the interlobular notch much deepened, the free edge 
blunt and rounded, the consistence very soft, but uniformly so. 
Handling of the liver and separating adhesions, though done with 
extreme caution and gentleness, resulted in a good deal of general 
oozing of blood. The gall-bladder seemed perfectly normal and 
was full of bile; the adhesions surrounding it seemed exactly 
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like those everywhere present. The pancreas was carefully pal¬ 
pated and felt firm and perfectly normal. The hand, swept well 
up between liver and diaphragm, found the same uniform, soft, 
adhesions everywhere, but nothing suggesting abscess or a local¬ 
ized process at any point. The under surface of liver everywhere 
presented the same condition; the enlargement, soft spongy feel, 
and recent adhesions seemed absolutely uniform. The liver edge 
was fully three inches below the free border of ribs. Blood con¬ 
tinued to collect in region of hepatic flexure and along ascending 
colon in moderate amount. A large cigarette drain was carried 
upward to under surface of liver from appendix wound, and the 
rest of the wound closed by layers with catgut and silk. The 
upper laparotomy wound was closed by layers without drainage, 
with catgut, silkworm gut, and silk. Time, one hour. Condition 
good. 

Urine examinations were as follows: 

March 31. Amber, cloudy, clear; light flocculent precipi¬ 
tate; 1022; acid; faint trace of albumen. No sugar; no indican. 
Diazo reaction negative. No bile. Many hyaline and granular 
casts, mucus, and epithelium. 

April 1. Thirty ounces in twenty-four hours. Amber, clear; 
light flocculent precipitate; 1026; acid; faint trace of albumen. 
No bile; a trace of urobilin; granular casts. 

April 4. A faint trace of albumen, a few hyaline and granu¬ 
lar casts. 

April 9. No albumen, no casts. 

Leucocyte counts: 

On admission, 14,600; April 1, 14,200; 2, 15,200; 9, 18,000; 
15, 29,000. 

Differential count, polymorphonuclear, 78 per cent.; lymph¬ 
ocytes, 21 per cent.; eosinophiles, 0.5 per cent.; basophilcs, 0.5 
per cent. Red cells normal, 4,800,000. 

Convalescence was uneventful; wounds healed by primary 
union except at point of drainage; drain was removed on the 
third day and replaced only through abdominal wall. A furuncle 
on cheek was responsible for the slight rise of temperature and 
high leucocyte count on the sixth day after operation. All 
stitches were removed on ninth day. Allowed up 011 the twelfth 
day. Liver edge could not be palpated at this time, and percus¬ 
sion showed dulness extending only a short distance below free 
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border. Patient seems to have entirely recovered and feels per¬ 
fectly well. 

Dr. Peck remarked that the picture that the case presented 
was evidently one of an acute infection, probably from absorption 
of some toxic material from the gastro-intestinal tract acting as 
a direct poison on the liver-cells through the portal circulation. 
The history throws no light on the possible source of this tox¬ 
emia; careful questioning failed to elicit any history of the in¬ 
gestion of any unusually indigestible food, drink, or toxic sub¬ 
stance of any kind. The attack was not preceded nor accom¬ 
panied by gastro-intestinal symptoms. It presented none of the 
characteristics of the ordinary attack of acute cholangeitis, and 
the condition of the liver at the time of operation, i.e., uniform 
recent adhesions, spongy general swelling, and spontaneous 
oozing of blood, would indicate a process affecting the paren¬ 
chyma rather than the ducts. The presence of albumen and casts 
in the urine, the sharp course of the temperature, and the spon¬ 
taneous oozing of blood from the liver substance into the peri¬ 
toneal cavity in sufficient quantity to cause a mild grade of plastic 
peritonitis along the line of the colon, ctecum, and region of the 
appendix with the accompanying tenderness which led to a diag¬ 
nosis of appendicitis, all show the degree of severity of the orig¬ 
inal toxaemia, whatever the source may have been. 

The diagnosis of acute luemorrhagic hepatitis is used simply 
in a descriptive sense. He had been unable as yet in a very im¬ 
perfect search of the literature to find any record of a similar 
condition, nor had the many colleagues, both surgeons and physi¬ 
cians, to whom he had spoken in regard to the matter, ever en¬ 
countered a similar case. 

RESECTION OF ILEOCECAL JUNCTION, THE ASCENDING, 
AND PART OF THE TRANSVERSE COLON FOR 
FjECAL fistula. 

Dii. Charles II. Peck presented a man, thirty-five years 
old, a laborer, who was operated upon for appendicitis, with ab¬ 
scess, October i, 1904; a fecal fistula developed and has persisted 
ever since. An attempt was made to close it by operation on 
January 26, 1905, resulting in complete failure. At that time, in 
spite of a long and careful search and a good exposure of the 
caecum and colon nearly up to the hepatic flexure, he was unable 
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to definitely locate the opening in the bowel; no faecal matter 
escaped during the operation, which was terminated by simply 
establishing direct drainage down to the supposed site of the open¬ 
ing in the gut. Faecal discharge continued unabated; methylene 
blue injected per rectum escaped promptly from the sinus, proving 
it to he in the large intestine. 

The second operation was performed March 22, 1905. 

Operation, ether. Old sinus carefully wiped out with sterile 
tape, and then filled with liquid paraffin injected through a silver 
catheter, which solidified immediately. Opening of sinus then 
packed with sterile gauze, and a long vertical incision made over 
outer part of right rectus, opening peritoneal cavity, and carried 
upward nearly to border of ribs. Solidified paraffin could be 
palpated through parietal peritoneum running upward to outer 
side of and behind colon, nearly as high as hepatic flexure; adhe¬ 
sions were separated, and the ascending colon carefully lifted 
from its bed and turned towards the right; at a point high in the 
posterior wall the paraffin was reached, where the sinus pene¬ 
trated the wall of the gut; the colon was further freed in the 
attempt to get room to suture the opening in the bowel; during 
the separation of firm adhesions, a tear was made into the caecum, 
and through this a stricture in the ascending colon was dis¬ 
covered, barely admitting the finger. Resection was deemed im¬ 
perative, in spite of the poor condition of the patient. The ileum 
was divided about two inches above the ileocsecal junction, a 
segment of a Murphy button slipped into the lumen, and the end 
closed with a purse-string suture of heavy silk, reinforced by two 
tiers of Lembert’s. After completing the separation of the ascend¬ 
ing colon and hepatic flexure, ligating the vessels of the mesen¬ 
tery, and dividing it, the resection was made through the transverse 
colon, well beyond the zone of thickening and adhesions, and the 
diseased gut removed; it included the ileoca:cal junction, the en¬ 
tire ascending colon and hepatic flexure, and a portion of the 
transverse colon. The cut end of the transverse colon was then 
closed by a silk purse-string suture reinforced by two tiers of 
Lembert’s, after inserting the Murphy button in its lumen. The 
shafts of the button were then brought through the side walls of 
the gut through small incisions, and lateral anastomosis made; 
reinforced by a circular catgut Lembert. Operative area was 
cleansed with peroxide and flushed with salt solution. Two large 
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cigarette drains were placed in upper angle of wound and the 
abdominal wall closed by layers, with catgut, silkworm gut, and 
silk. The old sinus was not treated; the paraffin was left in place. 
Time of operation about one and one-half hours; the patient’s 
condition was very poor. He was given an intravenous saline in¬ 
fusion of 2000 cubic centimetres on the operating table, during the 
resection, with marked improvement of the pulse. Also strych¬ 
nine, one-thirtieth grain, by hypodermic injection. 

Patient rallied nicely from the shock with very moderate 
stimulation. The old sinus was dressed frequently after the sec¬ 
ond day, the paraffin coming away in flakes during the first few 
dressings. There was never any faecal leakage; the wound healed 
without infection, with the exception of a small stitch abscess; 
the drainage opening closed rapidly. The old sinus healed more 
slowly, but steadily, and is now practically closed. 


H/EMATURIA. 

Dr. F. Tilden Brown read a paper with the above title. 

Dr. Ellsworth Eliot said that during the past four or five 
years he had observed from time to time a condition for which 
he could not ascribe any cause, and which, for the want of a 
better name, he had called idiopathic perinephritis. The condi¬ 
tion was one in which the kidney was found embedded in its 
fatty capsule, and firmly adherent to its fibrous capsule. The 
symptoms were recurrent luematuria, sometimes associated with 
severe pain, but without albumen or other indication of a kidney 
lesion. In the last case that came under Dr. Eliot’s observation, 
the bleeding recurred every day for a period of two or three 
weeks, and quickly disappeared after operative interference. In 
that case, as well as in others where the symptoms were not so 
pronounced, the pain and luematuria disappeared after division 
of the fibrous capsule, and suture of the outer edge of the cap¬ 
sule to the transversalis fascia, as was done in floating kidney. 

Dr. Brown said he had seen a iuemorrhagic separation of 
the renal cortex from the renal capsule, but he did not recall 
that there was any surrounding effusion or hsematuria associated 
with it. He had never met with the condition described by Dr. 
Eliot. 

Dr. Lilienthal said that at various times he had reported 
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cases where he had operated for the relief of hxmaturia, and he 
still held the view that, in cases of obscure haematuria, a nephrot¬ 
omy should unquestionably be undertaken. If it turned out to 
be an ordinary haematuria, no harm had been done. In one case 
that was already on record, the patient was a woman whose death 
resulted from a pure haemorrhagic nephritis. In her case, the 
cystoscope was first introduced into the bladder, but it failed to 
give any information on account of the free haemorrhage. A 
suprapubic section was then made, and the blood was found 
coming in enormous jets from the right ureter. The kidney on 
that side was then exposed and incised into its pelvis with nega¬ 
tive results. The patient died on the following day of acute 
anrcmia, and at the autopsy a minute examination of the entire 
urinary tract failed to reveal the cause of the haemorrhage. The 
diagnosis of luemorrhagic nephritis was made after a careful 
microscopic examination. The bleeding in haemorrhagic nephritis 
may frequently be checked by nephrotomy. 

Dr. Brewer mentioned a case of symptomless haematuria in 
which, upon operation, he found a beginning carcinoma. The 
man was still alive five years after the operation. 


Stated Meeting, May 10, 1905. 

Dr. George Woolsey, President pro. tem. 


CICATRICIAL STRICTURE OF THE CESOPHAGUS TREATED 
BY THE STRING METHOD. 

Dr. Willy Meyer presented a boy, three years old, who in 
May, 1904, swallowed some caustic lye. His mother immediately 
induced him to vomit; and he was then taken to a hospital, where 
he remained for a number of weeks, and was treated by the use 
of oesophageal bougies. When he left the hospital, he was in¬ 
structed to report at regular intervals, which his mother failed 
to do. 
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When Dr. Meyer first saw the boy, early last November, he 
had a fairly tight oesophageal stricture. He had been unable to 
swallow solid food for some time, and was scarcely able to swal¬ 
low liquids. On November 14, Dr. Meyer did a gastrostomy, 
following Kader’s method. As the boy refused to swallow a 
thread, subsequently a long filiform black bougie was intro¬ 
duced into the stomach from above, its lower end located by 
means of the electric cystoscope and grasped with a properly 
curved forceps which had been passed through the gastric fistula. 
A silk thread was then pulled through from the gastric fistula out 
of the mouth and its ends fastened to the skin with gut plas¬ 
ter. A few days later a stout fish-line was attached to the string 
and drawn through from the mouth to the gastrostomy wound, 
and now the stricture was cut until a No. 32 instrument could be 
introduced with comparative ease. Dr. Dunham’s instruments 
were again used to great advantage. 

A second patient, also a boy of three years, was presented who 
had acquired his oesophageal stricture by swallowing caustic lye. 
The same method of passing the thread and cutting the stricture 
was followed in this case, and the lesult was equally satisfactory. 
The method of passing the thread from the mouth through the 
gastric fistula, the key to the situation, as described above, is orig¬ 
inal, and seems to represent a useful addition to our resources in 
these cases. It is of importance that an assistant takes hold of 
the end of the bougie projecting from the mouth. He will im¬ 
mediately feel and give notice when the forceps has grasped the 
gastric end of the bougie. Of course, the method is applicable 
to such cases only in which a filiform can be made to pass through 
the stricture into the stomach. Both children are in good con¬ 
dition to-day and able to swallow any kind of food. Both gained 
materially in weight. In one of them the gastrostomy wound 
had healed promptly after the tube was left out permanently; in 
the other there was still a slight leakage, which Dr. Meyer said he 
expected to remedy at a subsequent operation. 

Dr. Robert Abbe said that in some of these cases the stric- 
tured tissue became so firmly organized that it was a matter of 
great difficulty to penetrate it either from above or below. Quite 
recently he saw a case in which the stricture extended over a dis¬ 
tance of three or four inches. The patient was seen by Dr. 
Keen, who. was unable to pass even the finest filiform, and by Dr. 
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Denver, of Philadelphia, who kindly referred the case to Dr. 
Abbe. It was impossible to enter the stricture from above, and 
for three days no fluid had been swallowed. After a gastrostomy, 
he was able to introduce a long, fine whalebone filiform from 
below, and within ten minutes easily cut the strictures by the 
string method up to the size of a large finger. He left the gas¬ 
trostomy wound open, and the subsequent train of events led 
him to doubt the wisdom of that procedure. For two weeks he 
kept the wound under good control; then it began to show a 
tendency to pout, and was constantly bathed in gastric juice. As 
a result of this, the patient became emaciated so rapidly that it 
was necessary to do a laparotomy and close the gastric fistula by 
the inversion method. During this period it was necessary to 
intermit the dilatation of the stricture, and in ten days it had 
recontracted to such an extent that a small bougie could not be 
safely passed. Dilatation was finally again accomplished by means 
of a special instrument which he devised for the purpose, and has 
been readily maintained. 

Dr. Abbe said that the first case of oesophageal stricture upon 
which he operated by the string method thirteen years ago re¬ 
mains absolutely well, and reports to him about once a year for 
the purpose of having the largest sized bougie passed in order to 
test the caliber of the oesophagus. No stricture can be detected. 

Dr. John A. Hartwell said that in a case of oesophageal 
stricture that he showed last fall, and which he treated by the 
Dunham method, the child at first refused to swallow the thread, 
but after starving him for twelve hours he consented to do so, 
and it was washed through the stricture without any trouble. 

Dr. Meyer, in closing, said that, with the exception of this 
one case, he had never before had any trouble with the sponta¬ 
neous closure of a gastric fistula established according to Kader’s 
or Witzel’s method. The slight leakage in this instance follow¬ 
ing the removal of the tube was due to a pressure-necrosis made 
through the gastric fistula by the string, which had been drawn 
too tightly. The speaker said he was not in favor of doing 
the operation at one sitting; the gastrostomy should be done first, 
and the cutting and dilatation of the stricture subsequently. 

Dr. Woolsey suggested that the string could have been pre¬ 
vented from cutting the gastric fistula by passing it through the 
tube introduced into the gastrostomy wound. 
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EXCISION OF THE RECTUM FOR CARCINOMA BY THE 
WITZEL-HOFFMAN METHOD. 

Dr. Meyer presented a woman, thirty-eight years old, who 
was operated on by him at the German Hospital on November 
30, 1904, for an ulcerative carcinoma of the rectum, about two 
inches above the anus. 

In undertaking an operation for this condition, Dr. Meyer 
said, one had to consider the Kraskc method, and its modifica¬ 
tions, and also the abdominal method in cancers situated high up. 
In addition to these methods, Witzel, about three years ago, ad¬ 
vised the total excision of the lower section of the bowel without 
preservation of the anal ring and the formation of a gluteal anus. 
He claimed that any attempt made to save the lower end of the 
bowel by resection usually proved futile, on account of the diffi¬ 
culty of obtaining perfect union, and the interference with its 
nerve supply. For that reason, he favored excision of the lower 
segment, together with the diseased portion, then opening the 
peritoneum widely and pulling down the sigmoid. 

In doing this operation, the anus is first closed with a double 
row of silver-wire sutures, and the os coccyx excised; the sacrum 
is left intact. Then the rectum is loosened posteriorly. After 
opening the peritoneal cavity, the inferior, middle, and superior 
haemorrhoidal arteries are primarily ligated, thus obviating the 
danger of serious hemorrhage. The gut can now be pulled 
down many inches. After tamponing carefully the free peri¬ 
toneal cavity to prevent infection, the diseased section of the 
gut, together with the lower segment, is removed under aseptic 
precautions. In this instance the bowel was left within the large 
wound according to the modifications devised by Hoffman, one of 
Witzel’s pupils. In the course of wound healing the stump re¬ 
tracted more than anticipated, necessitating a resection of the 
lower end of the sacrum. To-day conditions are very satisfac¬ 
tory. Patient has gained much in weight. In another case of 
this kind, operated on within the last few weeks, Dr. Meyer has 
closely adhered to the method laid down by Witzel, forming a 
gluteal anus. He has been much pleased with the result, and 
trusts to be able to present the patient before the Society in the 
fall. 
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SARCOMA OF THE UPPER JAW. 

Dr. Robert Abbe presented a man, seventy-two years old, 
who nine years ago developed a growth on the anterior part of 
the uppei jaw, bulging forward in the canine fossa, and protrud¬ 
ing from the right nostril. 

After a preliminary simultaneous ligation of both external 
carotids, which up to that time, Dr. Abbe said, had not been 
done to his knowledge for the purpose of controlling hemor¬ 
rhage, a complete resection of the upper jaw was done. On 
account of the involvement of the hard palate, it was necessary 
to remove a large portion of the septum and a part of the oppo¬ 
site side of the hard palate and the inferior turbinated bone. The 
growth proved to be a sarcoma. There were no signs of a recur¬ 
rence after nine years. A11 artificial plate had been substituted 
for the superior maxilla, greatly improving the deformity caused 
by the operation, and restoring speech to normal. 

Da. William B. Coley called attention to the fact that 
sarcoma of the jaw often recurred after very long intervals. He 
recalled one case of sarcoma of the lower jaw in which there was 
no recurrence after five years, and another after ten years. Since 
the meeting, he has just seen a third case with a large local re¬ 
currence seventeen years after excision. 

FINAL RESULTS IN THE X-RAY TREATMENT OF CANCER, 
INCLUDING SARCOMA. 

Dr. William B. Coley read a paper with the above title, 
for which see page 161. 

Dr. Arthur L. Fisk said that lie had used the X-rays for 
many years upon epitheliomatous and sarcomatous growths, and 
that at first he had regarded the effect of the rays as beneficial, 
even in some cases as curative. But there had always been a 
subsequent recurrence, and it seemed as though the advance of 
this growth was more rapid, and, also, extensive, in the cases 
in which the X-rays had been used than in those in which they 
had not been used. For this reason, Dr. Fisk said, he had come 
to the opinion that the use of the rays was harmful even in cases 
which had been operated upon, because the persistent use of the 
rays appeared to diminish the resisting power of the tissues, in a 
measure to devitalize them. Therefore treatment by the X-rays 
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should be reserved for only the absolutely inoperable cases, and 
then used because of the courage and hope which the patient 
obtained. 

Dr. Charles N. Dowd said that he had had the opportunity 
of watching the work which was done at the General Memorial 
Hospital under Dr. Coley’s direction, and that he believed that 
the very just and impartial statement which Dr. Coley had made 
was a valuable contribution to our knowledge of the value of 
the X-ray treatment of malignant tumors. He had seen one case 
of superficial epithelioma in which the X-ray treatment was very 
satisfactory. The patient was first seen about four years ago; 
she then had a small superficial epithelioma involving the ala of 
the nose, which had already been tinder treatment for two or 
three years. Any operative procedure would have necessitated 
removal of the ala, and left a decided deformity. The lesion was 
first treated by caustics and subsequently by the X-rays, and 
entirely disappeared. Eighteen months ago there was a slight 
recurrence, which again disappeared under the use of the X-rays, 
and there has been no subsequent evidence of its return. 

Dr. Robert Abbe said he was not quite as pessimistic re¬ 
garding the value of the X-rays as were the previous speakers, 
particularly when this measure is used for the purpose of pro¬ 
longing life in cases of carcinoma that were going from bad 
to worse. The speaker said that in one case of cancer of the 
lip that had disappeared with the use of Rontgen rays, three 
years had elapsed without a recurrence. In that instance, no 
microscopic examination had been made, but the clinical ap¬ 
pearance left no doubt of the diagnosis. A strikingly beneficial 
effect of the X-rays was often observed in cases of advanced, 
ulcerating cancer of the breast which was beyond operative inter¬ 
ference, and in which there was glandular enlargement, cachexia, 
haemorrhage, and exhaustion. In one such case coming under 
his observation, where the patient apparently could not have sur¬ 
vived a month, life was prolonged for two years as a result 
of the X-ray treatment. Under the influence of the rays, the 
massive carcinoma dwindled, and finally became a little flat cake 
of scirrhous tissue. The cachexia disappeared, the patient gained 
in strength, and was in the enjoyment of fair health until the fol¬ 
lowing year, when there was a secondary invasion of the pleura 
and mediastinum, which ultimately proved fatal. 
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In another case of cancer of the breast, with extensive axil¬ 
lary involvement, in which the diagnosis was confirmed micro¬ 
scopically by Dr. E. K. Dunham, a very complete operation was 
done seven years ago. Following the operation, there was oedema 
of the arm for two years. Five years later a recurrence took 
place in the line of the scar and under the clavicle. Persistent 
X-ray treatment was begun, the exposures being of ten minutes 
each, and.repeated twice weekly. Under this treatment, the re¬ 
current nodules disappeared. Subsequently, she developed a 
cough, with signs of metastatic involvement of the mediastinum. 
She was again exposed to the X-rays, and under this treatment 
her cough disappeared, and the lungs entirely cleared up. For 
one year no physical evidence could be found in any part of the 
patient’s body. A few days ago the woman died of acute ne¬ 
phritis after two weeks’ illness. Autopsy made carefully by Dr. 
F. C. Wood showed absolutely no trace of malignant tissue in 
the pleura, mediastinum, lungs, liver, kidneys, or elsewhere in 
the body. I he X-rays seemed to be particularly effective in dis¬ 
sipating superficial cancers, such as cancer cn cuirasse of the 
breast, where it sometimes had a marvellous effect in bringing 
about retrograde changes in the nodules, and apparently devital¬ 
izing the cells so that they cease producing toxins, as evidenced 
by the disappearance of cachexia and return of color to the 
cheeks. 

Sometimes, Dr. Abbe said, the inefficiency of the X-rays 
could be traced to the tube used. Some long-used tubes worked 
apparently well with the fiuoroscope, yet a change to a brand new 
tube would bring about strikingly better results. We were still 
in comparative ignorance of the nature and possibilities of the 
Rontgen rays, and to discard them entirely as a therapeutic agent 
would be a serious mistake. We have no more right to refuse 
this agent to a sufferer on the ground that it does not often make 
radical cures, than we have to refuse gastro-enterostomy to a case 
of cancer of the stomach because it only prolongs life a year, 
but does not cure. 

Dr. Woolsey said he wished to emphasize what Dr. Coley 
stated in his paper regarding the harmfulness of using the X-rays 
prior to operation when the case was operable. The speaker 
recalled two cases of cancer of the tongue where valuable time 
was lost by giving the X-rays a trial when an operation should 
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have been resorted to without delay. His own experience with 
the X-rays in cancer had been unsatisfactory. 

Dr. Coley, in closing, said he had not tried to prove in his 
paper that there was no value in the X-rays, but rather to combat 
the view that we had in the X-rays a cure for deep-seated cancer. 
Experience had shown that the use of the rays should be limited 
to the inoperable cases or to superficial epithelioma, and should 
never be used in deep-seated, primary carcinoma or sarcoma. 



